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ABSTRACT

In the spring of 1992, smoking cessation courses were conducted at 20 pharmacies distributed
geographically throughout Denmark. This was.a cooperation between the Danish Pharmaceu-
- tical Association and the WHO Tobacco or Health unit. The overall purpose of the project was
_ to train pharmacists to help smokers quit. The goal of the project was.to study the. outcomes of
smokmg cessation support groups at pharmacies. The project was carried out at community
pharmac:cs using a combination of nicotine substitution (nicotine replacement chewing gum or
patch) and pharmacist-led support groups. Pharmacists were required to follow'a two-day com-
pulsory training course prior to the start of the support group. . .

A research evaluation was carried out to do:.:ument the experiences and effects of this project.
Data for the evaluation were collected from the pharmamsts and pammpants during various
phases of the project.

Thls evaluation report documents the expenence of all participants (pharmac:sts as well as sup-
pon group participants) in the 20 smoking ocssatmn programmes started in 1992,

Of the or;gmal 251 participants, 60% reported smoking cessation after 742 weeks. After three
months the success rates were 36%. After six months 33% claimed to be non-smokers and this
dropped to 29% after one year. At one year approximately one-quarter of the respondents
reported smoking between 16 and 20 cigarettes a day.

Keywords

SMOKING - preventmn and ccmtrol
PHARMACISTS

EVALUATION STUDIES
DENMARK

[

All rights in this document are reserved by the WHO Regional Office for Europe. The document may ncvcnheless be freely
reviewed; abstracted, reproduced or translated into any other language, but not for sale or for use in conjunction with
commercial purposes, Any views expressed by named authors are solely the rcspons:b:hty of those aulhors Thc Reg:onal
Office would apprc.clar.c receiving three copies of any translauon : o




b4 L MG o A L = Ll 00 MM

FOREWORD

The following persons participated in the study or contributed
to the evaluation:

Peter Arends; Lene Bundgaard; Hanne Blilow; Merete Christensen;
Tove Drikkij®r; Mette Frederiksen; Bettina Friese; Vibeke
Gijerding:; Anne Marie Hallenbery; Anna Marie Jensen; Vilhelm
Koch Knudsen; Pila Klie Larsen; Lisbeth Larsen; Henning Lukasen;
Lillian Mpller; Ellen Nielgen; Birgitte Nerby; Ole Qlzen: Ida
Pade; Birgitte Rasmussen; Marianne Rahauge; Morten Sidelmann;

Karen Steenhard; Hanne Segrensen.




Figure 1:
Figure 2:

Figure 3:

Table

Table

Table

Table

Tahle

Table

Table

Table

Table
Table
Table
Table

Table

1:

23

4
5:

~l]

9;

10:

11l:

12:

13:

LIST OF TABLES AND FIGURES

Location of participating pharmacies
Contents of the pharmacists training programme

Age profile of support-groups

Ratings of guidelines and practical detaills

Ratings of presentation/discussion of each
separate meeting.

Ratings of the tobacco commissions
presentation.

Ratings of the WHO Programme presentation

Ratings of the general impression of the
support group./participants

"Did the course meet your
expectations?"/participants

"How did your celleagues respond to this
project?" /pharmacists

Impression of Pharmacist as course
facilitator./participants.

"What do you think of the price of the course?"
Impression of the pharmacy as a meeting place.
Rezponse Rates

Results of the Intervention

Comparison with a 1991 Daniszsh study of NRT only-




oA R i et 2 D e N R 2 T

PHARMACISTS HELPING SMOKERS TO QUIT

An evaluation of a Danish Initiative

Introduction

Chapter 1. Background

Chapter
Chapter
Chapter

Chapter

2
3

4.

5.

. Pharmacist Training Course
. Pharmacist-led Support Groups
Intervention Outcome

Conclusion/Recommendations

Literature

Appendices

I. Evaluation of Training Course

II. Evaluation of Support Groups: Participants

I1II. Evaluation of Support Groups: Pharmacists

IVv. Evaluation of Intervention Qutcome

V. Comparison of success rates with a similaxr
Danish study

Page

20

28

38

56

60







EVALUATION OF THE DANISH PROJECT:
PHARMACISTS HELP SMOKERS TO QUIT

Introduction

A recent World Health Organization report on Helping Smokers

Stop concluded by saying:

"...we could help large number of smokers to stop
with methods and experience currently available, at
relatively low cost. The major task facing us 1s the
development of training programmes and materials and
their wide-spread use." (WHO.,5, 1987 p.23.)

In the following evaluation, the reader will be presented with

just such an initiative.

In November 1991 a training course was held for community
pharmacists. The purpose was to teach them to be course

facilitators on smoking cessation support groups.

In the spring of 19924, smoking cessation course were conducted
at 20 pharmacies distributed geographically throughout Denmark.
This was a cooperation between Danish Pharmaceutical
Agsociation and the WHO Tobacco or Health Unit. The overall
purpose of the project was to train pharmacists to help smokers
guit. The goal of the project was to study the outcomes of
smoking cessation support groups at pharmacies. The project was
carried out at community pharmacies using a combination of
nicotine subsztitution (nicotine replacement chewing gum or
patch) and pharmacist-led support groups. Pharmacists were
required to follow a 2-day compulsory training course prior to

the start of the support group.
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A research evaluation was planned to document the experiences
and effects of this project. Data was collected from the
pharmacists and participants at various phases of the project.

This evaluation report documents the experience of all
participants (pharmacists as well as support group
participants) in the 20 smoking cessation programmes started in
19921

The WHO Regional Office for Europe initiated this evaluation
and Kabi Pharmacia supported it financially. The evaluation was
carried out at the Department of Social Pharmacy at the Royal
Danish School of Pharmacy in Copenhagen. Neither WHO nor Kabi
Pharmacia made any demands nor interfered with the planning and
execution of the evaluation. The evaluator (and author of this
report) is a =ociologist with insight inte Danish pharmacy
practice, but with no vested interest in the success of this
project. The author's experience in this area has been in
developing a usar perspective in health practice activities,
and, in particular, the role the community pharmacist can play

in this (Holme Hansen, Launsge and Morgall, 1989).

A large part of this evaluation process has been to observe and
evaluate the ability of pharmacists and community pharmacies to
initiate and implement preventive and intervention programmes
in the local community. THE PHARMACISTS HELPING SMOKERS TO QUIT
project is a good example of the new activities being carried
out by community pharmacists.

Thig report is divided into five chapters. Chapter one
describes the background for the study, including smoking
patternsz in Denmark, smoking cessation, and nicotine
replacement therapy. Chapter one also includes the purpose of

' For anyone interested in more details about how pharmacists, pharmacies and their own
associations can implement a similar programme to help smokers quit, | refer the reader to the 1993
WHO guide (WHO, 1993:1). This guide describes in great detail how the Danish project was organized,
including the teaching plan, examples of course materials, and marketing material,
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this evaluation, design and data collection procedures. Chapter
twe is the evaluation of the training programme for
pharmacists. Chapter three is the evaluation of the support
groups based on information from pharmacists and clients,
including the experience with nicotine substitution therapy
(NRT) in the form of chewing gum and or patch. Chapter four
presents the outcome including the success rates of the
intervention at the end of the programme, three months, six
months and cne year. It also includes the consequences of the
intervention, the reported health benefits, and the reasons
participants give for starting to smoke again. Chapter four
also reflects on the results of this study in relation to other
gimilar studies. The fifth and final chapter presents the

conclusions and recommandations.




CHAPTER 1
BACKGROUND

Background for the Project

The health hazards of smoking have been well documented. Most
people who smoke cigarettes would like to gquit. It is common
for several cycles of quitting and relapse to precede
successful smoking cessation. Most smokers who quit smoking do

20 without formal treatment.

The above statements are common knowledge among health care
professionals involved in smoking cessation., The project
PHARMACISTS HELPING SMOKERS TO QUIT was designed to help
smokers who would like to quit.

In the first part of this chapter the background for the
project and the evaluation is presented within the context of
several trends, i.e. smoking in Denmark, smoking cessation
programmes, nicotine replacement therapy and the desire to
expand the role of the community pharmacist. The pharmacy
profession has been undergoing change in part due to new
developments taking place within society and health care in
general., The project PHARMACISTS HELFP SMOKERS TO QUIT can be
seen as an example of how the pharmacist profession is
responding to these many changes. For this reason several pages
have been devoted to a description of some of the new
activities being undertaken by community pharmacists.

The second part of this chapter describes the evaluation
itself. This includes the assessment procedures and measures as
well as the gquestion of generalization of the results.




1. Smoking patterns in Denmark

The Danish Council on Smoking and Health c¢laims that smckers

are slowly becoming a minority in Denmark. The percentage of

ex~smoKers in the adult population is about 15%, the majority
of them men. In 1992, there were approximately 800,000 heawvy

smokers (more than 15 cigarettes a day) in Denmark (total

population 5 million) (Nielsen & S¢grensen, 1992).

According to the Danish Cancer association Denmark has the
highest percentage of smokers when compared to other European
countries (Bangsholm, 1991) in spite of the fact that cigarette
prices are among the highest in Europe. Denmark also leads the
Nordic countries in percentage of inhabitants who smoke.
Although tobacco sales in the Nordic countries vary, between
1970 and 1991, the highest consumption was found in Denmark,
while the lowest number of sales was found in Norway.!
According to statistics collected on non-smokers, the most non-
smokers (both men and women) are found in Sweden and the fewest
in Denmark {(NOMESKQ, 1993).

A study which looked at changes in smoking habits in the Danish
Population 1988-1993 reported the following findings. There has
been a continuougs fall in the percentage of smokers among males
(45% in 1993) and during the last years also a smaller decrease
among females (39% in 1993). Smokers of tobacco other than
cigarettes have stopped smoking to a greater extent than have
cigarette smokers. The most pronounced decrease in percentage
of smokers has been observed in the youngest age-group (15-19
years), where smoking prevalence has fallen to about 20%, now
with a little higher percentage among females than males. The
percentage of heavy cigarette-smokers (15 cigarettes or more
daily) is still increasing (now 22% in the male population and
16% in the female population, corresponding to about 800.000 in
the total population in Denmark). The increase is especially

' 3.00 kilo per year per inhabitant in Denmark and 1.11 kilo per inhabitant in Norway in 1991
(NOMESKO, 1833).
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geen in groups with the lowest educational level. (Nielsen and
Sorensen, 1995).

In a 1988 follow-up study of almost 3,000 Danes aged 30, 40, 50
and 60 the highest proportion of cessation was found among 60
year-old males. The prevalence of heavy smokers (20 grammes or
more daily) increased especially in younger persons (Kirchhoff
and Hansen, 1995),

The message that smoking is dangerous to health has been clear
in the scientific literature, and today the popular media has
publicized the link between smoking and lung cancer, heart
disease, bronchitis, etc. Over 90% of the Danish population are
aware of the health risks of tobacco (Osler, 1992).

The general public's awareness of the health risks related to
smoking appear to be one of the biggest reasons behind the
movement from smoking to non-smoking. This movement can be
likened to other social movements whose issues have found their
way onto the political agenda. This ¢an be observed in the
legislation passed recently in many countries, banning smoking
in public buildings.

The non-smoking movement can be seen as having common links to
environmental consciousness and community-based action to
improve the quality of life. The desire to stop smoking has
become more and more prevalent in Western society.

2. Smoking Cessation

The importance of attitudinal factors affecting smoking
cessation i1s widely recognized. A British study showed a strong
and significant relation between the desire to stop, the
intention to stop and the personal assessment of likelihood of
success (Sanders, et al. 1993)., It cannot, however, be assumed
that all smokers want to stop. Many people enjoy smoking,
claiming it is part of their social interaction with others,
i.e, smoking a cigarette together with a cup of coffee or an
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alcoholic drink. Many claim that smoking helps them to relax.
When smokers in Denmark were asked if they wanted to stop, 44%
reported that they wanted to continue smoking, 6% said they
wanted to stop immediately, and 50% said that they wanted to
stop but could not. In a report on Danish smoking habits (Osler
1992), smokers who want to guit gave as their reasons: health
risks, poor physical condition and the continuotls rise in the
price of tobacco (more than three 3 U.S5. dollars for a pack of
20).

It is common knowledge in the scientific literature that
spontaneous cessation is the prineciple means by which smoking
prevalence has been reduced and through which it continues to
fall. This means that smokers

"... Choose their own time and give up unaided,

without recourse to therapy. support groups or

substitutes” (WHO, 7, 1987.p. 6).

It iz also widely acknowledged that smokers who do eventually
quit have a history of past attempts with various methods,.
Support groups or nicotine substitution or a combination of
both have been used by some people as an aid to stop smoking.
The conclusicn of an international meta-analysis on the
efficacy of nicotine replacement therapy (NRT) in smoking
cessation showed that NRT is an effective therapy in aiding
smoking cessation. However, the scientific literature reports a
high relapse rate for all forms of NRT when used alone (Silagy,
et.al., 1994), with an average of 75% relapse after one vear
(Benowitz, 1993). In contrast, higher cessation rates can be
achieved when NRT is combined with some form of support, either
under the supervision of a health care professional or in the

form of a support group.

3. Nicotine Replacement Therapy

In 1985, chewing gum containing nicotine was introduced in

Denmark. Nicotine replacement therapy (NRT) haz been shown to

reduce the severity of withdrawal symptoms in approximately 80%
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of abstinent smokers on cessation (Benowitz, 1993).

In 1993, nicotine gum was make available over the counter (QTC)
in more than 20 countries (Benowitz, 1993).

In the early 1990's, nicotine patches (also known as
transdermal nicotine patches) was introduced in Denmark.
Although the original plan was to offer only nicotine gum as a
nicotine replacement in the support groups, several
participants regquested the patches., This was due to the fact
that when the project was designed nicotine gum was the only
nicotine replacement on the market. The training manual was
based on this form for nicotine replacement. Shortly after the
support groups convened the patch became available in Denmark.
Participants were offered both forms of nicotine replacement.
It was therefore each individual who decided to use the one or
the other or both.

The first patch introduced in Denmark (Nicotinell) was
available bought in three different doses: 7,14, and 21 mg. It
is recommended that smokers who smoke 15 or more cigarettes per
day start with 21 mg. patches.

4. The expanding role of the pharmacist

During the past 30 vears, it has been recognized that the
traditional didactic approach to health education has had
limited impact. New and innovative methods that require more
active involvement of health care professionals as well as the
public have been seen as the way forward. Pharmacists have been
singled out as an under-utilized resource in this context.
Since the 1960's, the role of the community pharmacy in health
education has been recognized, and the development of the
pharmacist's role in the community has been envisaged
(Gatherer, 1966). This includes widespread agreement that the
pharmacists role should be expanded, which means that
pharmacists should be more involved in advising patients about
prescribed and purchased medication, as well as in providing
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advice and education on general health matters. This new role
for pharmacists is considered complementary to that of general
practitioners, with little overlap of roles. {Simpson, 1979).
Pharmacists have several services 1o offer; for example, they
can confirm health status and (support) the individuasl's
perception of symptoms as serious enough to warrant treatment
and attention by a physician. Pharmacists can provide
instructions on how to adminizter prescribed medicines, az well
as informing patients of the consequences of non-compliance
with prescribed regimes. In other words, pharmacists can be

instrumental in enhancing compliance by counselling patients.

Pharmacists can also function as resource persons in the misuse
of over-the-counter drugs and prescribed medicine, as wall as
the use of illicit substances (Harding et al. 1993). Most
important, however, is the fact that pharmacists have an
education that centres on drugs, which gives them a knowledge
of drugs not shared by any other health care profession. The
under-utilization of this knowledge has been recognized in the
hospital sector, which has resulted in clinical pharmacy®
programmes in many countries. At the community pharmacy level,
it seems obvious that clients and local health care
professionals can benefit from pharmacists' knowledge of drugs

and disease.

Accessibility is the most obvious advantage the pharmacist has
over other health care professionals. With the community
pharmacy as a base, the pharmacists knowledge becomes a readily
available and accessible commodity at the local level. Unlike
with other health professionals, no appointment is necessary.
This allows pharmacists to provide unparalleled service and
opportunistic health care advice and treatment, since patients
do not have to register with a pharmacy as they do with a

general practitioner.

? Clinical pharmacy draws on the knowledge of drugs and disease as taught with a framework of
the basic sciences and then relates this knowledge directly to the clinical requirements of patients
(Harding, 1990).
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A patient can chose a pharmacist by age, gender or ethnic
background, an obvious advantage when seeking advice about
delicate health issues such asz sexual problems, family
planning, menstruation, laxatives, haemorrhoids, etc.
Pharmacists can also provide information about unorthodox
treatment including, wvitamins, health foods, herbalism.

The community pharmacy is recognized as an excellent place to
launch health education campaigns, including the distribution
of health education material. Experience has shown that
pharmacists can definitely play a role in health promotion

campaigns,

The new information role of the pharmacist in industrialised

countries can be summed up as follows:

1. provides an extended information service to
physicians about drugs

provides an extended service to other groups of
health care personnel, e.g., nurses, about drugs

provides an extended service to patients for whom
drugs have been prescribed, including general
information, survelllance on possible interactions
with other medications and advising on the
administration of drugs

provides an extended service to members of the
public who buy drugs for self-medication,
informing them about health and drug matters
(Lilja, 1988, page 36).

However, as John Lilja (1988) points out, this new role cannot
be introduced without conflict for two reasons:

1. physicians and nurses are sceptical about the
increased involvement of pharmacists

2. a system for financing the new services must be
developed.
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The role of pharmacists in Denmark has been expanding beyond
the conventional therapeutic role. This shift from advising to
educating (and more recently health promotion) began almost 10
vears ago. In the beginning of the 1980's, most of the more
than 300 pharmacies in Denmark had some facilities for their
own production of drugs and cosmetics. The economic impact of
mass-produced drugs changed this pattern, and there are very
few community pharmacies with production facilities in the
1990's. This change in pharmacy practice has had repercussions

on the role and tasks of the community pharmacist.

In the mid 1980's, as part of the contract negotiations between
The Association of Danish Pharmacists (the union representing
pharmacists) and the Danish Pharmaceutical Association
{representing the proprietor pharmacists), provisions were made
to fund new pharmacy-based research projects. A special
"development fund" was established to support these activities,
which could be regarded as experiments in many cases. The
activities were designed to make visible and encourage new
roles for pharmacists, especially 1n the area of drug/patient
information services, health education and health promotion
activities. A report prepared for the Danish Pharmaceutical
Association, indicated that more than 779 projects were
started. 218 pharmacies responded to a questionnaire, 161 (74%)
of which had initiated activities. 55% of those pharmacies that
had initiated activities reported that they had started four or
more new activities within the past year. Only 16% had just one
activity and only 26% reported no new activities at all
(Christensen, et al, 1987}.

The activities could be divided roughly inteo eight different
categories. The largest category (with 38%) comprised

activities that initiated cooperation with other professionals
in the primary health care sector. 7% of the activities were
initiated together with patient organizations and 11% with the

local population, while educational activities compromised 10%.
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These activities point to a desire for change among community

pharmacists, such as:

+ 2 dezire to strengthen ties with other health care
professionals

« a desire to strengthen ties with patient
organizations and the local community

+ a desire to initiate and participate in educational
activities

+ a dezire to expand the reole of the community
pharmacist

+ a desire to make the community pharmacy more
accessible to the public

+ & desire to learn and to use modern pedagogic
methods in health promotion

The evaluation of the project "PHARMACISTS HELPING SMOKERS TO
QUIT" must be seen in the context of this desire for change
among pharmacists, more specifically it is an ezample of the
new activities having to do with education.

In light of this development, the first training courses for
pharmacists as support-group leaders in smoking cession were
initiated in the mid 1980's at the Danish College of Pharmacy

Practice.

A Smoke Free Europe is part of the WHO Health for All
programme, and WHO considers the pharmacist to be ideally
situated within the community to take up all types of health
promotion activities. The smoking cessation program was seen as
an activity worthy of pharmacists' time. WHO had previously
worked together with physicians and nurses, and it was decided
that Denmark was in a good position to take up the leadership
role for the pharmacists in Europe.

The evaluation

The primary purpose of this evaluation is to analyze the Danish
intervention project PHARMACISTS HELP SMOKERS TO QUIT, which
used a combination of NRT and pharmacist-led support-groups.
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The elements of the evaluation include:

1} the training course for pharmacists,

2) the experience and effectiveness of pharmacist-led
support groups,

3) the experience and effectivenass of NRT,

4) the outcome of the intervention after three, six
and 12 months.

An attempt is made in the evaluation to systematize the
experiences so that it can be used for programme development
and improvement. It is also hoped that the evaluation will
provide an insight into what happens to participants when the

support group disbands.

The evaluation employs a combination of quantitative and
qualitative methods which are used to evaluate the process and

the effect of the intervention.

The results and the experiences with smoking cession programmes
agree that smoking cessation is a process that starts with a
change of attitude in the smoker, followed by behaviourial
change. The goal of the pharmacist-led support groups was to
facilitate learning aimed at changing attitudes: an explicit
change in attitude towards smoking and an implicit change in
attitude about the role of the pharmacist. It was hoped that
this change of attitudes would result primarily in smoking
cegsation and secondarily in a new, more open rapport between

the public and pharmacists.

A partial focus of the evaluation has been on the relations
between the client and the pharmacist as experienced through a

mutual learning process. Learning was aimed at two areas,

health promotion and the new role of the pharmacist:




14

1. Health Promotion
- smoking as a habit and an addiction
- smoking as a health hazard
- using NRT as an aid to smoking cessation
-~ using a support-group approach in smoKing cessation

2. Role of the Pharmacist

-~ awareness/consciousness of new activity areas for
community pharmacists

- health promotion activities in the local pharmacy
- experiences, conseguences of these new activities

A gupport-group approach to smoking cessation combined with NRT
(in the form of chewing gum or patches) was evaluated. In order
to find out what the strengths and weaknesses of the project
were and how the training course and the support group could be
improved, data was collected from all participants. The
gquestions that this part of the evaluation addressed included:

- what are the experiences of the clients with NRT in
a support group?

~ what are the experiences of the clients with the
chewing-gum/patches?

- what did the pharmacists think of the training
course?

- how do clients/pharmacists describe the strengths
and weaknesses of the programme and the teaching
materials?

- how many pharmacists are willing to start up new
programmes?

- how many clients were willing to attend new
pharmacy-based programmes?

The intervention part of smoking cessation can be found in the
effort to produce changes in adult smokers (the target
population) who wish to quit smoking. Part of the ewvaluation
was aimed at determining the essential effectiveness of the
intervention. In order to find out how effective the NRT and
support groups were, the questions this part of the evaluation
addressed are:
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What are the consequences of the intervention?
How many clients =topped smoking all together?
What are the reported health benefits?

Why did participants start smoking again?

The answers to these questions are presented in the form of
success rates, as defined by WHO and as they appear in the
international literature (see Chapter 4). The success rates are
analyzed on the bhasis of the answers to the open-endead
guastions in the follow-up study as given by participants. The
goal of this part of the evaluation is to provide information
which is useful to decision-making with regard to continuing or

terminating these support groups.

Assessment procedures and measures

The project PHARMACISTS HELP SMOKERS TO QUIT was conducted at
the following 20 pharmacies:

1. Horsens, (Svane) 11. Helsinger

2. Fazakse 12. Glostrup

3. Viby 13. Skagen

4. Gl.Kongeve] 14. Roskilde
(Copenhagen)

5. Vordingborg 15. Fredericia

6. Ikast 16. @lgod

7. Charlottenlund 17. Hornbzk

8. Stubbekgbing 18. Odense

9. Nakskov 19. Horsens, (S¢ndergade)

10. Negrresundby 20. Horsens, (Leve)

These pharmacies are more or less evenly distributed throughout

Denmark as can be seen in Table 1.

It was the pharmacists who elected to be a part of the study,
and not the other way around, i.e. the training course was

advertised and the first 20 pharmacists to sign up were asked

if they would be willing to participate in the evaluation and
follow-up of their support groups. All 20 agreed.
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Figure 1

Location of the Participating Pharmacies
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The project began with a two-day training course held for the
20 participating pharmacists. On the training course the
pharmacists were informed of the purpose and methods of
evaluation, and they all agreed to collect data for the

avaluation.

The training course for pharmacists was evaluated, on the basisg
of guestionnaires and an oral group evaluation administered by

the evaluator on the last day of the training course.

Throughout the seven and one half week period of time the
support groups were held, the pharmacists were asked to Keap

diaries, and status reports.

On the last day of the support group, the evaluator visited 10
of the 20 participating pharmacies. An evaluation of the
support-group wag carried out in all 20 pharmacies.
Participants were followed up at three, six and 12 months after

the support group was disbanded.

The gqualitative part of the evaluation relied on =ite visits,
with direct observation of programme activities. This was done
in an attempt to build "meaning" and “understanding" from the
data collected, working from a more descriptive to a more
reflective level through interviews and dialogues with the
clients and the pharmacists. Interviews were conducted with the
pharmacists and group dyhamics were observed in the 10

pharmacies visited by the evaluator.

On the final course day, a questionnaire was distributed to all
the participants in all 20 pharmacies. They were asked to
report about their experiences and views of the course.

The follow-up study was done by postal gquestionnaires.
Reminders were sent to non-responders to the questionnaires,
and some were contacted by telephone. These questionnaires

consisted primarily of closed questions, but included many
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open-ended questions, especially those seeking experiences and

reasons for changes in attitude and behaviour.

Generalization of Results

From the beginning the purpose of this study was to focus on

"process" rather than "effect™ of NRT.

Since the selection of the participants was not contreolled in
any way, statistical "projectability" of success rates of the
smoking cessation was not possible, as the clients were not
randomized. The results of this intervention cannot be
generalized for several reasons. The inability to generalize
with regard to effectiveness of one form of NRT over ancother as
weall as the sugcess of pharmacists as support groups
facilitators as compared to other health care professionals can
be found in the nature of the intervention and not the

aevaluation degsign itself,

If the project had been concerned with NRT alone, a randomized
controlled clinical trial would have been a possible research
dezign. However, this was not the case. In part this is due to
the nonrandom selection of all participants (pharmacists and
smokers) as well as the implicit professional goals of the
project.

The nonrandom use of NRT methods makes it impossible to
distinguish between nicotine gum and patches. Originally,
support was offered as a combination of nicotine-chewing gum
(originally requiring a prescription but eventually sold over
the counter) and support-group methods. Nicotine patch therapy
became available in Denmark very early in the initiation of the
project. The result was that many participants tried one or the
other NRT. In several pharmacies participants choose to use a
combination of both NRTs or no nicotine substitute at all.

The discussion of reliability in regard to one-year success
rates was discussed early in the planning stages. Several
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possible methods for testing the reliability and honesty of the
participants who claimed to have stopped smoking were
suggested. These methods included:

- garbon monoxide measurement of exhaled air

- urine sampling

- galiva samples

This form of verification was not deemed feasible by
participating pharmacists. There were many practical and

logistical problems and the tests were not made.

CO measurement was originally scheduled at the beginning of the
support group and again one year later. However, there were

many problems and the tests were not made.

In summary, although the evaluation was concerned with the
outcome of the project, measured in number of persons who gquit
smoking, the major focus was the evaluation of the experience
itzelf; pharmacists in the role of health educators; and the
use of local pharmacies as health promotion centres; and what
happens to participants when the support group stops and they

are on their own again.

The results of this evaluation may give valuable feed back
information to pharmacists planning smoking cessation
activities. This evaluation can assist them in their decision
making about the further operation and course of these
activities. This report may also provide pharmacists currently
involved in smoking cessation with information which can help

them improve support group performance.

The selection of all participants, pharmacists as well as the
support group participants, were selected on a "first come
first serve basis". (See page 15).




CHAPTER 2
PHARMACIST TRAINING COURSE

Description of the training course

Nicotine ¢hewing-gum as an aid to smoking cessation was
marketed for prescription use in Denmark in 1985. At that time,
the Danish Pharmaceutical Association, in collaboration with
the pharmaceutical company Lundbeck, carried out a study on how
to stop smoking through participation in support groups at
three selected pharmacies in Denmark.

One pharmacist in each pharmacy participated in the study. To
prepare the three pharmacists as instructors and support-group
facilitators, a two-day training course was held for them at
the Danish College of Pharmacy Practice.

The results of the support group experiment led by pharmacists
were positive for both participants and pharmacists, all of
whom were pleased with the "new role" of the pharmacist.

A two-day training course was developed and organized in 1986
for a new group of pharmacists interested in forming support
groups at their local pharmacy. The training was satisfactory
and four support groups led by pharmacists were carried out in
the beginning of 1987.

8ince these two studies were conducted, nicotine chewing-gum
has become available over the counter, and nicotine patches
have come on the market, providing the consumer with a greater
freedom of choice. Both products are sold in pharmacies (in
Denmark nicotine patches can gnly be bought in pharmacies),
making the community pharmacy a natural meeting place to
recruit support group participants.
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Although these initial experiences with pharmacists running
support groups were positive, no formal evaluation or
documentation of the process and the results were carried out.

In fact, there was no follow-up whatsoever of the fate of the

participants when the support group stopped.

Interest in a follow-up of pharmacist-led NRT support groups
was the motivation for cooperation between the Danish
Pharmaceutical Association and the World Health Organization
(WHO) Regional Office for Europe. The idea was to update the
teaching materials and launch a more far-reaching effort in
Denmark, to document and evaluate this activity, and to make it
available as an example for the implementation of the concept
of smoking cessation at pharmacies throughout the WHO European
Region.

In 1991, it was decided that only minor changes were needed to
update the training course and course material used in 1986. A
manual was designed for the pharmacy participants and presented
at the training course. The manual c¢ontains a description of a
pharmacist-led support group held at a community pharmacy.
Presentations and transparencies for each support-group meeting
are included, as well as practical guidelines for carrying out
the support-group sessions over a 7 1/2 week period of time.!

The manual also contains background literature and guidelines
on how information to the general public, health personnel and
mass media should be prepared.

The training course was advertised in a professional magazine
for pharmacists interested in starting quit-smoking programmes.
The College of Pharmacy Practice organized and held the two-day
training course. As this was to be part of an evaluation, the
course was offered for free.

', For further details of the two-day training course, the reader is referred to the WHO publication

em:tled International Guide— pharmacies and smoking cessation 1993.
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During the two-day training course, the participants were
instructed in how to plan and carry out a NRT support group at
the community pharmacy. Information activities targeted at the
mass media, the general public and health professions were also
discussed, as well as tips on how to establish collaboration
with medical doctors and other primary health care
professionals.

Among the issues addressed during the training course were the
pharmacological aspects of using nicotine chewing-gum, and
nicotine patches (mechanisms of action, side effects, etc.), as
well as the physioclogical effects of smoking on the human body
(metabolism, respiratory function, addiction, tobacco hunger,

etc. ).

Educational technigques used in the concept of running support
groups were addressed, and participants were given the chance
to use role-playing to act as the facilitators of a stop-

smoking group.




Figure 2

Contents of the pharmacists training programme

During the course, participants leamed how smoking cessation can be arranged and
implemented within a2 community pharmacy. This included information on how
advertising and marketing can be organized, how the GP's ¢an be informed and how to
set up cooperation with the local health care system.

Pharmacological aspects (absorption, effect mechanism. side effects, ctc.) of using
nicotine chewing gum or patch were discussed, as were psychological and physiological
effects of smoking (metabolism, pulmonary function, addiction, tobacco hunger etc.).

Finally, pharmacists were taught group theory, The idea of support groups was
introduced. Resources and support available in a group were studied. The different roles
of the pharmacist during the group process were also discussed: a coordinator, an
expert, and a support person.

The course did not include training in teaching techniques, but participants were given
an opportunity to discuss and practice various group situations and pedagogical
implementation of selected parts of the cessation programme.

The manual containing lesson plans, transparencies, guidelines and advice for

implementation of a smoking cessation group, marketing material and literature were
given to the pharmacist as a tool to be used at pharmacy.

Practical arrangements in Denmark

Duration of the course: 2 full days
Number of participants: Minimum 15 and maximum 20 participants
Teachers: Pharmacist, specialist in lung discases, nicotine

product specialist, sociologist and psychologist

Course fee 1993: DKK 3500, (approx. US$ 580) excluding the price
of material

Price of material: DKK 500,- (approx US$ 80)
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Evaluation of the Pharmacist Training Programme

At the end of the two-day course, the 20 participants (3 men
and 17 women) were asked to fill in a questionnaire (see

appendix 1).

The majority of participants had a positive impression of the
course as a whole. They fealt it was "well-prepared”, "well
organized" and "well run". They were asked to evaluate their
perceived uszefulness of the topics covered in the course. Theare
was unanimous agreement that the MOST useful lecture was the
one describing the practical guidelines for carrying out a
smoking cessation support group.

Table 1

Ratings of guidelines and practical details

Number Percent “
very impoxtant 20 100 % "
important 0 0% "
not important 0 0 % "
No answer 0 0 % "
Total 20 100 %

The next most useful lecture was the presentation and review of
the six separate meetings in the stop-smoking programme.

Table 2

Ratings of Presentation/discussion of each separate meeting

Number Percent
very important 18 90 % "
important 2 10 %
not important 0 0% "
No answer 0 0 %
Total N
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The principles and practice of running support groups and the

review of the manual were all rated as equally important.

In the opinion of the participants, the LEAST interesting
geggion of the training course was the Danish Tobacco

Commission's goals and the WHO Programme on a Smoke-Free

Europe.
Table 3
Ratings of The Tobacco Commissions presentation
—————r——————— —
Number Percent
very important 2 10 %
important 13 65 %
not important 5 25 %
No answer 0 0%
Total 20 100 %
Table 4

Ratings of the WHO Programme presentation

—_—_———— e —— ey

Number Percent
very important 3 15 %
important 11 55 %
not important 5 25 %
No answer 1 3 % Il
Total 20 100 %

—_—

When asked whether they felt that the training course prepared
them to carry out the support groups, most participants were
optimistic, but quite a few added that they were "a bit

worried" and "somewhat unsure of my own ability as group
leader". Others indicated that they would have liked "better
knowledge of the manual".
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The most frequently mentioned suggestion for improving the
training course was "more time" between attending the training
course and starting up the support groups. As one course
participant said: "...more time, it is all so new and foreign
to us pharmacists".

Evaluator's Comments: The teaching manual was the basis of the
training course and presented systematically to participants,
It was also the basis for running the support group, and
included the topics and information to be presented at each of
the six support group sessions in great detail. The manual was
written in great detail and included overheads, brochures,
videos, pre-printed diary pages, posters, etc.

The goal of the manual was to "...ensure uniformity and quality
of the courses as they are implemented through countries'
pharmacies" (WHO, 1993:1; page 14). It is the opinion of the
evaluator that the use of the manual on the training course met
this objective, but the content and the presentation was
perhaps too structured; in other words, nothing was left to the
imagination, although in the oral presentation the instructor
warned the pharmacists against too rigedly following the

manual.

The disadvantage of a highly standardized approach to training
support-group facilitators can be that the target becomes
information transfer, in contrast to a problem-oriented
approach to teaching, which encourages a process that results
in deeper understanding. The worst imaginable scenario is for
pharmacists to come across to participants as "experts" and
technicians rather than educators. It would be interesting to
do a follow~up of those participants who did not complete the 7
1/2 weeks of the support group to see what their motivation was
for dropping out, and whether it had anything to do with the
"pedagogical approach". The detailed manual could also make the
pharmacist so closely tied to the material that he/she would
appear 1o participants as not being interested in the overall




ekl i P ) P L

27

principles of smoking cessation (2s presented by the Tobacco
Council and WHO), or the individual (and/or local) problemz of
the participants, but rather focused on getting through the
manual and maintaining authority as the group leader. A follow-
up of pharmacists who have held more than one support group
would perhaps reveal that they became less dependent on the
manual and successfully developed and presented their own style

of teaching based on experience.




CHAPTER 3
PHARMACIST-LED SUPPORT GROUPS

Recruitment of the participants in the support groups for the
project "PFHARMACISTS HELPING SMOKERS TO QUIT" began at the
start of 1992. Advertisements were placed in the largest
nationwide newspapers by the Danish Pharmaceutical Association
in early January (immediately following the holiday season).
The ads were part of a nationwide effort to stir up interest in
the smoking cessation support groups in local pharmacies. The
ads invited smokers, who wanted to quit to join a support group
by contacting one of the twenty participating pharmacies.
Potential participants were asked to contact their nearest
pharmacy for more information. Each of the 20 pharmacies
announced their intention to begin support groups in the local
newspaper, radio and T.V. Participants were selected on a
first-come~-first-serve basis. The course was marketed at a
price of DKK 350.1

The pharmacist-led support-group smoking cessation course
lasted 7 1/2 weeks, with a total of six meetings. According to
international literature, eight weeks appears to be the
critical period in smoking cessation, during which smokers face
the most serious withdrawal symptoms. The course was therefore
designed to provide support during this period (WHO, 1993).
Every meeting began with a "group round" whereby each
participant told of their progress since the last meeting.

At the final session, all participants were askKed to complete a
questionnaire evaluating the support groups, including the

'. WHO prepared a detailed quide, describing the Danish pharmacist-led support-group project
entitied: Eharracists Helping Smokers o Ouit. Included in the guide are extracts from the Danish

Support Group manual, as well as practical advice 10 other pharmacists wanting to initiate such
activities,



29

organization, teaching materials and performance of the
pharmacists. All 20 pharmacists were also asked to complete
similar guestionnaires (see appendix 2 and 3).

FParticipant profile

An overwhelming majority of the original 251 participants were
women. The typical smoker who participated in the support group
was female, between 40-50 years old, with a smoking habit of
between 16 to 20 cigarettes a day. Although the participant
profile does not reflect the typical profile of Danish smokers,
who are male and between 25 and 45 years of age it does reflect
the typical smoker who seeks help to stop. Of those who
completed the programme and filled out evaluation forms (N=173)
the majority (both men and women) could be found in the 43-52
year age group. Approximately 10% of the participants were
under 30 years of age.

Figure 3
Age profile of support groups
total (men/women)
PERCENT {%)
50

a0t
I R ;#:
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IENE PSEDT BSEEN W AGE (YEARS)
<32 33-42 43-52 53-62 <63

N=173 1992
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The majority of participants gave health reasons as thelr main
motivation for joining the support-group. The majority were
prompted to sign up by advertisements they had seen in the

nationwide/local press.

Evaluation of support groups

To start there were 251 participants (i.e. paid and registered)
distributed among 20 pharmacilez. The average group size was 12,
with a range of 9-15 participants. All 20 participating
pharmacists filled in the support group evaluation
questionnaire at the end of the 7 1/2 week period. 0f the
original 251 participants, 173 filled in questionnaires at the
completion of the support group. The support-group drop out
rate was 21% (i.e. the difference between those who paid and
registered and those who completed evaluation forms at the last
meeting). Due to the fact that many of the support groups held
their final session on the same evening, it was decided that
the evaluator would visit half of the participating pharmacies
(10), distributed throughout Denmark. The percentages given in
the following evaluation are based on 20 pharmacists and 173
participants.

The pharmacist-led support groups can be considered a success.

When asked to rate their general impression of the course, 65%

of the pharmacists rated their general impression of the course
as good and 253% as very good. When asked the same question, 6B%
of the participants reported their impression as very good and

28% az good.
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Table 5

Ratings of the general impression of the support

groups/participants

re————— — — / —————————————————————————————— —— — —— _— r——— ]

Number Percent
Very good 117 68 %
Good 49 2B %
Fair %
Bad %
No answer 3
Total 173 100 %

Many participants spoke of the benefits of the support-group at
the final session. One woman expressed the advantage of the

anonymity of a support group:

"It was a great help to commit yourself to a group of
strangers. "

As can be seen in Table 6, 88% of the participants said that
their expectations had been met. Only 3% did not feel that

their expectations had been met and 9% didn't answer.

Table &

"Did the course meet your expectations?"/participants

e — —
Number Parcent

Yes 153 88 %

No 5 3 %

No answer 15 9 %

Total 173 100 %

]

When asked about their impression of the level of information
85% of the pharmacists felt it was adequate, compared to 94% of
the participants.
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Experiences from other pharmacy-based activities (Hansen,
Launsg and Morgall, 1989) document a common problem that arises
when pharmacists try to expand their role, especially in the
direction of time-~consuming health promotion activities. The
problem the pharmacist confronts is that the new activity often
fosters discontent among colleagues, This is usually because
these new activities take time from necessary routine tasks.
Fortunately this was not the case with the support-groups, and
the majority of pharmacists reported that their colleagues
supported their work on this project.

Table 7
"How did your colleagues respond to this project?"
/pharmacists

Number Percent "
Very good 8 40 % "
Good B 40 %
Bad 0 0%
No answer 4 20 %
Total 20 100 %

When asked to rate their function as catalyst for the group
process, 75% of the pharmacists felt they had done a good job.
69% of the participants indicated that the pharmacists were
very good and 25% characterized the pharmacist as a good course
facilitator. In other words, more than 90% were pleased with
the pharmacists' role.
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Table 8

Impression of Pharmacist as course facilitator/participants

Number Percent N
Very good 120 69 %
Good 43 25 %
Fair 4 2 % |
Bad 1 1%
No answer 5 3 %
I___E:c:tal 173 100 %

All 20 pharmacists indicated interest in starting up new
smoking cessation support groups. Many already had waiting
lists at the end of the course. BLHE were interested in
organizing new support groups on other topics. This
satisfaction is confirmed by the 73% of participants who
indicated interest in attending new support groups. The
majority of participants expressed an interest in joining
support groups with a focus on such topics as losing weight and

nutrition.

When asked to rate the support group, 65% sald it was very good
and 30% said it was good. There i=s no doubt that participants
found it valuable to be together with kindred spirits. Many
expressed their appreciation and emphasized the benefits of
beginning each session with a group round. The group rounds
gave each participant a chance to share her/his experiences
with the rest of the group.

In the literature, there appear to be two important factors

that contribute to a successful cessation programme approach.

One is accessgibility and the other attitude change.
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Accesgibility is defined as a smoking cessation method that
smokers can afford financially, readily available at a
convenient location and with face validity, i.e. participants
believe in it and the programme makes sense to them (WHO, (5),
1987).

It can be concluded that the Danish initiative lived up to all
three accessibility criteria. The price of the course was DKK
350, 12% found this to be too expensive while 78% said it was
acceptable.

Table 9

"What do you think of the price of the course?"

Number Percent H
Too high 21 12 % "
Too low 1 1l % "
Adequate 135 78 %
No answer 16 9 %
Total 173 100 % i

Not only did participants report that the community pharmacy
was a convenient location, but 85 % gave a positive rating to
the pharmacy as a meeting place, and only 4% were negative (see
Table 10).

Table 10

Impression of the pharmacy as a meeting place

E————————————————————————————

Very good
Good
Fair

Bad

No answer

Total
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Az already mentioned, 73% indicated interest in attending

pharmacy-led support groups on other health-related topics.

Attitude change is more difficult to measure. Smoking cessation
is a process that starts with attitude change, which leads to
behaviour change and ultimately to smoking cessation. The study
population consisted entirely of persons wanting to quit. This
can be seen as a sign that they had all reached the point at
which they no longer saw benefits in continuing to smoke, i.e.
an attitude change. However, sustained smoking cessation was
not reported for the majority, as will be zeen in the next
chapter.

Evaluation of NRT

The pharmacist gave participants information on nicotine
chewing gum and nicotine patches at support-group meetings.
Participants made their own decision about NRT. Precise data on
how many and which participants used which NRT and when are
unavailable. There were many cases of people using first the
one and then the other, or even switching between them. As
mentioned previously, it was the original intention that the

support groups would offer only NRT gum.

During the 7 1/2 week period of the support groups,
participants reported typical abstinence symptoms: fatigue,
irritability, restlessness, constipation and tobacco cravings.
These cravings reportedly lasted a very long time and make it
difficult for people to stop (see chapter 4).

In the group round, participants reported that the abstinence
symptoms tended to appear in special situations such as social
get togethers, parties, visits to restaurants and bars or
during periods of stress, anxiety or depression. During the 7
1/2 week period, many participants fought these situation-

related ¢ravings, primarily with NRET gum.
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Many participants reported irritation in their mucous membranes
when chewing 5-15 pieces of gum daily. Only a few participants
5till used NRT after the initial 7 1/2 week duration of the
support group.

Many participants complained about the price of the NRT. They
had seen stopping smoking as a way to save money, and had not
anticipated substituting one expense for another. In many

cases, they reported spending as much money on NRT as they had

previously spent on cigarettes.

Several participants experienced allergic reactions and rashes
from using the transdermal nicotine patches., One participant
compared the nicotine pateh with an intravenous drip filled
with whisky. She sald that the difference between a cigarette
and a patch was that when you felt tobacco cravings you could
light up a cigarette and satisfy the craving, while the patch
slowly released the nicotine "whether you c¢rave it or not",
resulting in a feeling of "constant intoxication".

Ag will be seen, NRT appears to have enhanced the short-term
(under three months) cessation rates, but relapse in this study
was high (see appendix IV). This pattern reflects the relapse
rates reported in the international literature on smoking
cesgation.

Evaluator's comments:

Several things became very clear on the basis of the
questionnaires and observation of the last session. First of
all, not only were ratings of the role of the pharmacist and
the pharmacy in this support-group effort positive, but in many
cases, the participants also expressed surprise. "I didn't know
pharmacists could be so helpful, not only in this support group
but with regard to other health related problems." It was
obvious that for participants, interacting with pharmacists and
their local pharmacies was an entirely new experience.
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Secondly, it was obvious from the evaluation questionnaires and
particularly the observation of the groups visited that the
evaluation of the support group was very positive and, in most
cagses, a new exXperience. All =ix sessions began with a short
group round where each participant told about his/her
efforts/problems with smoking cessation. Men reported
unexpected satisfaction with this method. In fact, although
many men said that in the beginning they felt "silly" and
originally thought the idea of a group round was "dumb", they
gll admitted that not only did they learn from hearing the
others' experiences, but they appreciated the chance to express
themselves. All in all, the combination of a support group and
NRT was rated as a positive experience for the participants, as
well as for the pharmacists.

Thirdly, it was cobviouz that whatever initial doubts the
pharmacists might have had about being support-group leaders,
they had disappeared by the end of the course. This ¢an be seen
in the high ratings pharmacists gave their own performance. It
would be fair to assume that they became aware of and had their
confidence reinforced by the participant satisfaction. The
ultimate success of this project can be found in the continued

interest in the smoking cessation programmes being held at

Danish pharmacies.




CHAPTER 4
INTERVENTION OUTCOME

The Follow-up Study

The smoking status of the participants was recorded at the end
of the 7 1/2 week sessions. Questionnaires were sent out to all
the original participates after three months, six months, and
again at 12 months. Included were questions about smoking
status, NRT status and health status.

One year after the conclusion of the support groups, attempts
were made by the participating pharmacists to convene a meeting
of the original groups at the pharmacies. In those cases where
this was not possible, attempts were made to contact the
participants by mail or telephone. This chapter discusses the
regults of the intervention, including the response rates,
success rates, conseguences 0f the intervention, reported
health benefits, reasons for starting again, and the results of
this project in light of other similar studies.

Response Rates

Originally, 251 persons registered and paid to join the support
group. Table 11 presents the response rates for the evaluation.
Only 69% responded to the questionnaire distributed. at the
final session. Although at this point several participants had
in fact dropped out, many did not £fill out evaluation forms
because they simply could not attend the final session. In a
few cases participants did not wish to fill out forms, although
they did not give theilr reasons for refusing. The response rate
was slightly higher at the three month follow-up i.e. 78B%. 73%
answered the six-month evaluation and 154 answered the one-year
follow-up, giving a 61% response rate.
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Table 11

Response rates

interval | start 8 weeks 3 months | 6 months | 1 year
number 251 173 197 183 154
percent

of

original | 100% 69% 78% 73% 61%

It is unfortunate when the response rates of follow-up studies
are low and continue to fall over time. Several factors
contributed to the response-rate decline in this particular
case, pharmacists changing jobs and the hospitalization and
death of participants. In addition, several pharmacists who
pursued non-respondents found that those who began smoking

again reported being "embarrassed".

The one-year follow-up was to be a meeting convened by the
pharmacist at the community pharmacy. All members of the
original local support group were invited, non-smokers as well
as smokers. It is obvious that the low response rate at the
one-year follow-up can be attributed to a large number of
continuing smokers who were embarrassed to face the pharmacist

and the support group at the one-year follow-up meeting.

During the course of the year several pharmacists relocated
and/or took employment in private industry. In one case, a
pharmacist who had changed jobs was only able to get in touch
with one participant, and in another case it took one
pharmacist, who had moved and changed jobs, a year after the

one-year deadline to contact her participants. So, for various

reasons, the one-year follow-up gave a response rate of 61%,
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Results of the intervention

Except for the final meeting of the support group, the number
of respondents who stopped smoking altogether was less than the
number who continued, i.e. there were always more persons who
continued smoking than those who quit. This was the case at the
three-month, six-month and one-year follow-up, although there
ig a drop in the number of cigarettes smoked per day (see
appendix 4). In some cases, NRT continued and usually tapered
off, although in a few cases it continued even after one year.
After three months, the number still using nicotine gum was 54
(27% of the respondents), after & months 37 (20% of the
respondents) and after one year 26 (17% of the respondents).
The number still using patches was much lower - only eight
persons reported continued use after three months, three after

six months and one after one year.

Success Rates

Table 12 sums up the results of the intervention. Success rates
were calculated in accordance with WHO recommendations, which
appear in a booklet entitled "Helping Smokers Stop". The
booklet states that:

"...the base used for calculating outcome should be

those who started the course." (WHO,1987:5 p. 13)

In this study, all 251 subjects who registered and paid for the
support group at their community pharmacy were included in the
assessment of outcome. Success was defined as a statement by
the participant that they had stopped-smoking. In order to
obtain comparability with other international cessation rates,
subjects who did not respond to the follow-up qguestionnaires or
were lost to follow-up were assumed to be smokers. These
success rates should be seen in light of the fact that

participants were recruited through national and local

community advertising. They had to pay a fee of DKK 350,
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As no formal hypothesis regarding differences in success rates
among the pharmacist let groups were suggested before the
trial, and because the majority of the observed differences in
success rates is explained by differences in follow-up rates,
not formal statistical tests have been carried out.

60% of the original 251 participants reported smoking cessation
after 7 1/2 weeks. After three months the success rates were
36%. After six months 33% claimed to be non-smokers and this
dropped to 29% after one year. At one year approximately one-
gquarter of the respondents reported smoking between 16-20
cigarettes a day.

CO measurement was originally scheduled for the beginning of
the support group and again one year later, but did not take
place for several administrative and logistic reasons.

Consequences of the intervention

Success rates are only part of the intervention outcome.
Smoking cessation (as well as relapse) has many conseguences.
In this study it was weight gain and health benefits which were
most frequently reported consequences. Many participants
reported weight gain. This is not surprising as weight gain is
a typical side-effect of smoking cessation. The Danish
literature reports an average weight gain of three kilos
immediately following smoking cessation. Especially women are
cited in the literature as complaining about gaining from 10-15
kilos (Nielsen & S¢rensen, 1992). The reason for the weight
gain is probably not due to a change in metabolism, but rather
to an increase in caloric intake, because persons who stop
smoking tend to compensate with snacks and sweets.

One hundred and eighteen of the participants in PHARMACISTS
HELPING SMOKERS TO QUIT (around 1/2 of all participants)
reported weight gain after three months. After one year, a 49-
year-old woman reported:
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"The main problem (with stopping smoking) has been
the weight - I gained 12 Kilos."

Another women (52 years old) reported:
“"At the beginning, I gained 10 kilos, but then I
changed my diet. Today I weigh 19 kilos less than a
year ago."

As will be seen, weight gain was a frequent reason given by

those who started smoking again.

Reported Health Benefits

Parceived improvement in health was overwhelmingly pogitive.
The most frequent difference after stopping smoking was a
reported general improvement in health. The following guotes
are typical of the responses we received in the follow-up
questionnaire. A 45-year-old woman reports:
"My physical condition has iImproved. No more
uneasiness in my legs and headaches have
disappeared, "
A 3l-year-cld man reports:
"...better general health condition and lung pains
have disappeared.
A 35-year-old woman reports:
"More energy, higher spirits, fewer headaches."
A 49-year-old woman said her experience was:
"No more coughing. My breathing improved and I sleep
more peacefully at night. "
After three months of being smoke-free, a 34-year-old woman
sums up:
“I am not short of breath any more. My general
physical condition has improved; I cough less and
have fewer headaches."
Similarly, a 42-year-old woman reports:

"I am not coughing any more and breathe more easily,
I no longer have any lung pains and am really very
happy to have stopped smoking. The only drawback 1s
that I have gained considerably in weight."
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Two persons mentioned a reduction in medication; one
participant =said:

"No problems with asthma; I reduced my use of

Prednison from 25 mg to 3,75 mg."
Another asthmatic, 31 years old, reports:

"As an asthma sufferer, I am almost free from

medication.”
In the following will appear the most frequently mentioned
health improvements after three months (unless stated
otherwise). These improvements can be divided into four
categories, and appear here in order of the fregquency in which
they were mentioned. They include 1) coughing 2) breathing 3)
tiredness 4) taste and =mell.

1) coughing
Mentioned most often by far was a change and definite reduction
in coughing. In some cases the daily bouts of coughing stop
altogether, for example a 62-year-old man says:

"I do not cough any more.”
Many participants report a reduction in coughing, especially in
the morning when getting out of bed and at night before going
to sleep. An often reported improvement was "my morning cough

is gone.,"

2) breathing

An improvement in breathing in general was mentioned often. As
one participant put it:

"...the trip up the hill on the bicycle is easier

without cigarettes”,
A 55-year-old man named shortness of breath as one of the many
health improvements:

"I do not cough any more and do not get short of

breath when I c¢limb the stairs. My sense of smell has

improved. Economically, I feel it too. Savings now

amount to approximately DKK 50 a day. It is also nice

not to feel addicted.”
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Another 55-year-old man puts an improvement in breathing at the
top of his list:
"I bhreath easier; I have more energy., there is a

better atmosphere at home and I have & happier wife."”

3) tiredness

After coughing and breathing, tiredness and sleep were among
the areas of health improvement reported most often.
A bl-year-0ld man stated:
"I need less sleep, after stopping smoking. My sense
of smell and taste has improved. My general physical

conditicon is on top."

4) taste and smell

Although improvements in both taste and smell were often
mentioned together, it is noteworthy that after three months,
the respondents most often emphasized an improvement in the

zenze of smell.

In addition to the above mentioned health improvements, a few
persons have reported improvement in singing voice;
disappearance of "cold fingers" and, last but not least,
several men report an improvement in their sports presentation,

especially tennis and football.

Reasons for starting again

When we consider that only a minority of the 251 participants
sustained smoking cessation after 12 months, it is interesting
and worthy of further investigation to explore the reasons for
continuing smoking and/or starting again. It is interesting to
note in the follow-up study that several persons report being
tobacco-free from one week up to four months and then starting
again. As mentioned elsewhere, stopping smoking is a process.

Smoking cessation often occurs after several attempts. For

instance, this was the case of one participant who reported
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stopping at the start of the support group, then beginning
again two months later and then stopping again two months after
that. One 42-year-old participant reported smoking two-three
cigarettes during a 3 week period and then stopping again.

One woman didn't realize the danger of "just one cigarette
can't hurt"! She thought she could limit her use: "I thought I
could just smoke on the weekends." Unfortunately, this was not
the case. Another woman who had stopped smoking for nine months
took a drag on a cigarette at a party and started again.

"I was ready to cry when I started again."”
She is now up to 30-40 cigarettes a day.

As mentioned previously, there was great satisfaction with the
support-group approach, l.e. meeting and sharing experiences
with others attempting to gquit smoking. However, there appears
to be a dark side to a support-group approach. It appears that
in a few cases, persons become dependent on the group,
forfeiting their own responsibility to stop smoking. Several of
those who started to smoke again said that it was because the
support group no longer met to "keep tabs on each other". This
participant said she missed the "... pat on the back and small
flag on the chart...in the best Weight Watchers tradition”.

It appears that for some people it is peer pressure that is
stronger than the desire to stop smoking. As one participant
says:
“...when you no longer see the others any more it is
eagsier to say 'oh well, what the heck'."
Peer pressure can also work in reverse. It appears that after
making her participation in the support-group public and
initially stopping, one participant reports the problem of
starting again in this way:

"I started to smoke again but only at work. It's so
embarrassing, no one must know. It's like I'm hiding
in the closet.”
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It was apparent that not everyone was motivated or had the
intention of stopping altogether. One 50-year-old said:
"I don't want to quit Fjust now."”

Several expressed cutting down as their goal. As one man put
it: ".. my goal was only to cut down". One of those who stopped
smoking during the support-group started smoking again:

"prior to the support-group I smoked 20 cigarettes a

day, now I smoke 8 but I will stop again,"”
0f those respondents who admitted to continuing, there was a
reported average of from between 10 to 40 cigarettes a day.
The desire to stop smoking does not appear to be abandoned.
One participant claimed that the initial motivation was lacking

but wanted to try again.

Although health care professionals are convinced that nicotine
addiction iz one reason why so many (otherwise motivated)
persons continue to smoke, very few respondents in our follow-
up (only five) mentioned tobacco cravings as the reason for
starting again:

"..after five weeks I couldn't hold out any longer"”

{43 years cld).

"after one week, I was irritable and the cigarette

cravings started again." (32 years old).

After four months of being tobacco-free, one 54-year-old
reported becoming “..restless with a strong desire for
cigarettes”.

L1

One participant reported "...an unbelievable need” for

cigarettes that led to nervousness and nausea.

Not everyone gave into their cravings. A 47-year-old who had
stopped said:
"I had become listless and out of breath. I craved
cigarettes all the time. But I won't give in".
The follow-up questionnaire was organized in such a way that if

the perzon could not answer YES to the question: "Are you a
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non-smoker?"”, they were referred to an open-ended question
asking the reason(s) why they smoked. Although only 82 out of
the 197 respondents to the three-month follow-up answered this
queztion, their answers nevertheless give some insight into the
attitude and behaviour of smokers who have tried to quit but
have not yet been successful. Answers to this open-ended
gquestion can be divided into six categories. These categories
are the most often mentioned contributing factors to a
continuing smoking habit: 1) work-related 2) private and/or
personal 3) health 4) environmental factors and 5) weight gain
6) other.

1) work-related factors

Work-related factors are a frequent reason given for starting
smoking again. Variations of work-related factors that were
mentioned include: stress at work, heavy workload, becoming
unemployaed, problems at work.

"It was bad timing, due to a change in my work

place.” (37 years old).

2) private andfor personal factors

Scientific studies have shown that relapse among ex-smokers is
often associated with stressful life events like loss of a
loved one, divorce or increasing stressful workloads (WHO,
1987:7). This 1s very true for many of those persons who
started smoking again.

Personal problems in the form of separation, death in the
family, economic concerns and "sorrow and worries" were among
the answers that fit in this category. One unigque personal
problem was:

"..psychological problems with regard to incest; I

will stop later"” (35 years old).

Several persons were highly self-critical and blamed their
relapse on a "bad" or "weak" character. As one 49-year-old
expressed it:




49

"I have the spine of a worm."

Others attributed it to their being "weak" or nervous.

3) health factors

Most surprising were those who gave illness as a reason to
start smoking again. A sample of the answers to the guestion
"why did you start smoking again?" that fit into this category
are:

"..acute back injury where I was laid up for eight

days. I thought it was chronic”. (46 years old).

"I became 1il1l, had problems and started again”. (44

years old}.

"I stopped for six weeks and then was admitted to the

hospital” (60 years old).
In all fairness, these answers should be attributed to examples

of =trezgzful life events.

4) environmental factors

A common reason given for starting again was "my environment".
Thus, the respondent claims that members of their family and/or
work mates who had & bad influence on them. Similar smoking
ceggation studies report that the most important social
variables affecting relapse are whether the smoker's partner
smokes, and the amount of time spent in the company of other
smokers (Sanders, et al. 1993). This can very likely be the
case when we consider the following. One 34-year-old woman
gaid, she continued smoking because “my boyfriend won't stop".
Another woman said:

"I was in a bad mood. and I could see that my family

was getting tired of me because I was not sociable,

One day the balloon burst and I ran out and bought a

pack of cigarettes and smoked them. It was great."

5) weight gain

It waz mentioned on at least 10 separate occasions that

respondents started smoking again due to the side-effect of
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weight gain. In one case, it was the "fear of gaining weight"”,
that was the determining factor.

6) other factors

Of those who relapsed, several said that they limited their
smoking to "special occasions."
"I'm smoking again but just at social occasions and
when drinking alcohol” (32 years old).

The number of occasional smokers increased after =six months.

It was surprising to note that a number of persons started
again despite experiencing definite and measurable health
improvements when tobacco-free. In other words, not only did
they accept the health message about smoking, but they had
experienced it.
"...1it was easier to breathe; this became difficult
when I began smoking again" (46 years old)
"...as long as I didn't smoke, there was improvement
in my coughing and breathing” (41 years old).
“...during the period when 1l didn’'t smoke, I
experienced a significant general improvement in my
health," (29 years old).
One participant reported beginning again due to stress at work:
"In the period without cigarettes, I felt good. I'm
sorry that I started to smoke again"” (61 vears old).

Related studies

In an attempt t0 put the results of this study into
perspective, the results of a selection of related studies of
smoking cessation will be discussed here.

The first example is a recent international meta-analysis of
the results of nicotine replacement therapies in smoking
cessation as reported in the scientific literature.

The second is an example of a smoking cessation project carried
out by nurses, where no NRT was included.
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Lastly, the results of PHARMACISTS HELPING SMOKERS TO QUIT are
compared with a Danish study using NRT and placebo.

The Danish Council on Smoking and Health claims that smokers
are slowly becoming a minority in Denmark. The percentage of
ex-smokers in the adult population is about 15%, the majority
of them men. In 1992, there were approximately 800,000 heavy
smokers (more than 15 cigarettes a day) in Denmark (total
population 5 million) (Nielsen & Sgrensen 1992).

1. International meta-analysis

In a meta-analysis of approximately 18,000 persons on the
efficacy of nicotine replacement therapies in smoking
cegssation, Silagy and his colleagues (Silagy et al. 1994)
looked at the proportion of smokers who successfully quit with
NRT versus control groups. The results of this meta-analysis
show a success rate of 18.2% with NRT using gum, as compared to
an average of 10%-6% in control groups. Success rates for
patches are a bit higher, with an average of 20.5% and 10%-8%

in the control group.

The studies used in this analysis are based on the longest
follow-up availabkle for each trial, with six months as a
minimum. Silagy found a 71% increase in the odds of abstinence
with use of nicotine replacement. The absolute abstinence rate
was higher in community volunteer and smoking cessation
clinics: the percentage of smokers helped to quit by using NRT
was higher in these settings than in primary care or hospital
patients. All forms of NRT were associated with a high relapse
rate. Two factors that have been suggested as major
determinants of the effectiveness of NRT are the setting in
which it is offered and the smokers level of dependency on
nicotine. All the trials in thisz review included some form of
support in addition to NRT, and it would be incorrect to

conclude that such additional support is not necessary.
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2. Nurse—administered intervention

A recent British follow-up study was carried out on 751
subjects who received a brief nurse-administered anti-smoking
intervention. This intervention consisted of a health check at
which they were advised by the practice nurse about giving up
smoking and were given a booklet on smoking. There was a
success rate of 11% after one month; 71% were still smoking and
18% were presumed to be smoking. The success rate at one year
was 13%, whereaz 56% reported that they were still smoking, and
the remainder were presumed to be smokers {Sanders, et. al
1993).

In this study, it was seen that sustained cessation is strongly
predicted by social variables such as marital status and time
spent in the company of smokers. Preventing relapse may not be
eagy to achieve through medical intervention alone (Sanders,
1993).

3. Results of two Danish NRT studies

A Danish study (T¢nnesen, et al, 1988) reported the results of

a double-blind placebo-controlled dose-response study examining
NRT chewing gum. The NRT was combined with a group counselling

praogram led by a physician.

The treatment consisted of nicotine or placebo gum plus six
group counselling sessions during the first 4 months. Follow-up
was conducted by mail or by telephone at 6 months and by carbon
monoxide monitoring at 12 and 24 months.

In Table 13, the success rates of this controlled study appear
alongside those of the PHARMACISTS HELPING SMOKERS TO QUIT. See
Appendix V for a detailed comparison of this study with the
pharmacist-led support groups.
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Table 13*
Comparison with a Danish Study of NRT with Group Counselling
time interval 1988 NRT 1988 placebo 1992 NRT
physician-led physician-led pharmacist-
counselling counselling led groups
6 - 8 weeks 73% 42% 59%
3 months 60% 36% 36%
12 months 38% 23% 29%

There is a statistical significant difference after 6-8 waeks.
The pharmacists are significantly better than the physician-led
counselling with placebo yvet significantly worze than the NRT
with physician-led counselling group. After 1 year there is no
gignificant difference between any of the groups, based on a

statistical significance at the 5% level.

As can be seen in Table 14, the NRT pharmacist-led =support
group had at no time a higher abstinence than the NRT combined

with group consultations with the phygician.

Another Danish Study, conducted one year later in 1989

reported the results of a double-blind experiment using the NRT
patch and a control group using a placebo patch (T¢nnesen, et
al. 1991). This experiment was conducted over a one year period
of time in 1989. Seven visits to a clinic were scheduled during
the 52 week study period. Each participant was seen
individually and given a five-minute introductory presentation
on smoking cessation by the same physician at each session. The

same two nursges conducted the asseszsments and delivered the

! In this table | compare success rates with the 1988 NRT physician-led counselling (Tennesen,
et. al., 1988). In this study the participants were divided up into two nicotine dependent groups: high
dependent and low dependent. A modified Horn—Russell rating scale was used to measure the subjects
degree of dependence on nicotine (Russell, et. al.,, 1974), One thing ALL Tennesens' participants had
in common was that they smoked 10 or more cigarettes a day upon entering the programme. In this
table | compare the pharmacist led group success rates with Tennesens' medium to low nicotine
dependent smokers. | do this because only 12% of the smokers In our study smoked 10 or less
cigarettes a day upon entering the study.







